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Abstract
The Affordable Care Act (ACA) made health insurance more accessible but that does not
mean that individuals understand their health insurance or are more confident in using it. The
knowledge and confidence that individuals have in health insurance impact their health
insurance literacy. Health insurance literacy (HIL) is defined as the ability and capacity to seek,
obtain, understand, and potentially use health insurance information and plans.
This capstone study assesses how having HIL, which includes having a knowledge of
health insurance terms and confidence in utilizing health insurance services, is related to having
health insurance and having a usual source of care. To assess the relationship, I conducted a
secondary analysis of Health Reform Monitoring Survey data from 2014 -2016 (n=22,810)
where multiple logistic regressions were performed.
The results of this study found that over half of the study population had high
knowledge of insurance terms (54%) or high confidence in utilizing insurance services (58%).
Less than half (44%) of the insured sample population had knowledge in terms and confidence
in use. The results also confirmed there are significant relationships in HIL and health insurance
status and HIL and having a usual source of care.
While 90% of the current population is insured, less than half have knowledge of health
insurance terms and have confidence in use. The ACA was created to close the coverage gaps in
health insurance, but additional policies and programs are needed to improve health insurance
literacy in the insured and uninsured population.
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Introduction
It has been over ten years since the Affordable Care Act (ACA) was initially passed, but
over 10 percent of the nonelderly population, or 28.9 million people in the US, are still
uninsured (Tolbert, Orgera, & Damico, 2020). Reasons for being uninsured vary, but about 74%
attribute it to the high cost of insurance and others attribute it to the inability to pay for
coverage and care (Tolbert et al., 2020). Of the nonelderly uninsured population, about 19%
report not having insurance because signing up was too difficult or confusing, and 18% report
that they could not find a plan that meets their needs (Cha & Cohen, 2020). Therefore, low
health literacy, lack of access, lack of knowledge, and lack of understanding and confidence in
using health insurance, also known as low HIL, are common problems that lead to being
uninsured.
The overall goal of the ACA was to close coverage gaps in the United States (US)
population by making health insurance available to more people. Because of the ACA, states
were allowed the option to expand Medicaid eligibility. Young adults can now stay on their
parent or guardians’ insurance until the age of 26. Along with the standardization of services
covered and funding programs to assist in comparing plans, the ACA also created
HealthCare.gov, a website where people can learn and compare health coverage options and
purchase a health plan. Health Insurance Marketplaces were created to enable individuals to
shop for affordable insurance coverage while also offering financial assistance to reduce
premiums and out-of-pocket expenses for Marketplace enrollees whose income is less than
400% of the federal poverty level. While the ACA does not explicitly focus on improving health
literacy, the provisions and implications were designed to address some of the issues.
3

Health literacy is “the degree to which individuals have the capacity to obtain, process,
and understand basic health information and services needed to make appropriate health
decisions” ("Health Literacy Basics," 2019). While health literacy has become a common term
used in publications and communication, there is now a new term that dives deeper into
understanding health insurance information, health insurance literacy. In 2011, after the
passing of the ACA, a roundtable of experts in health insurance and health literacy met to
define what HIL was, discuss how it can be measured, and find the capacity to evaluate it
(Quincy, 2012).
Health insurance literacy (HIL) is defined as “the degree to which an individual has the
knowledge, ability, and confidence to find and evaluate health plans, select the best option for
themselves or their family’s financial and health circumstances and then use the plan once they
are enrolled” (Quincy, 2012). In short, HIL is the ability/capacity to seek, obtain, understand,
and potentially use health insurance information and plans (Quincy, 2012). With the Medicaid
expansion and the creation of ACA marketplaces, more affordable insurance options became
available. While this was great in theory, these changes required that many consumers without
prior experience purchasing insurance to make informed decisions on selecting a plan that fit
their personal and financial needs, with little direction and few resources to do so (Blumberg,
Long, Kenney, & Goin, 2013).
In my study, I utilize data from the Health Reform Monitoring Survey to better
understand HIL by looking at an individual’s knowledge of health insurance terms and
confidence in using health insurance as it relates to having health insurance and having a usual
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source of care. While HIL is critical to successfully selecting a “best fit” insurance plan and being
able to use their plan, it is also instrumental in promoting better health outcomes.

Literature Review
Minimal research has been conducted in HIL and even fewer papers have been published with
data from the Health Reform Monitoring Survey. Lack of HIL has important implications for how
effectively people use health care services and their insurance (Levitt, 2015).
The American Life Panel (ALP) looks at health insurance and an individual’s ACA
knowledge to see if the US population understands these topics. Less than half of those
surveyed considered themselves confident in the financial matters that go with health
insurance (Barcellos et al., 2014). Forty-two percent could not correctly describe a deduction
and 62% did not know that HMOs had greater provider restrictions than a PPO (Barcellos et al.,
2014). Those with less formal education, females and young adults were found to have lower
knowledge of the ACA (Barcellos et al., 2014). The data from this study suggest that individuals
have not found sufficient resources to educate themselves on what knowledge they are
missing.
Kaiser Family Foundation conducted a survey prior to the second open enrollment
period of the ACA’s insurance exchange to examine the knowledge American’s had on health
insurance terms and concepts, to see where there were gaps in knowledge and understanding
(Norton, Hamel, & Brodie, 2014). While over 70% of 1,292 surveyed knew what a premium and
deductible were, only 51% could calculate an out-of-pocket cost for a hospital stay, and less
than 20% could determine the cost of out-of-network lab tests costs (Norton et al., 2014). Many
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individuals also do not know the difference between in-network and out-of-network providers
(Levitt, 2015).
The first set of data published from the Health Reform Monitoring Survey was in 2013. A
study found that 60% of those targeted by health insurance exchanges struggled with
understanding the key concepts of health insurance (Long et al., 2014). Only 40% of nonelderly
insured adults expressed confidence that they understood health insurance terms, while 23.6%
of the uninsured population answered that they did have the confidence to understand health
insurance terms (Long et al., 2014). During the study, notable differences in low HIL were found
among the Health Insurance Marketplace target population, young adults, Spanish speaking
individuals, and those who had lower levels of education (Long et al., 2014).
Some populations have higher uninsured rates. Young adults (ages 18-34) rank highest
with an uninsured rate over 15% (Conway, 2020). Young adults report that accessing and being
told about to affordable primary care were the two main barriers they faced when selecting
and obtaining insurance (Wong et al., 2015). They also reported confusion about basic costsharing concepts, which lead them to not selecting the best health insurance option (Wong et
al., 2015). Young adults between 18 and 24 years of age were 151% more likely to have
inadequate knowledge of insurance terms and 44% more likely to have inadequate confidence
in using health insurance than adults between ages 44 and 64 (Edward, Wiggins, Young, &
Rayens, 2019). Because of the lack of knowledge and confidence in using health insurance
nearly 50% of young adults do not have a personal relationship with a physician; instead, they
visit urgent care when sick (Hidalgo, 2016).
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Young adults also face the barrier of affordability when purchasing health insurance.
While $100 a month for insurance might be affordable for some, young adults would disagree
(Wong et al., 2015). Some young adults have reported that due to their limited income at this
stage of life, paying an expensive monthly premium would leave them with even less money for
other expenses such as housing or emergency costs (Wong et al., 2015). Therefore, not only
does the confusion cause issues and impact an individual's access to care, but individuals may
spend thousands of additional dollars on procedures or appointments that they otherwise
would not need to spend (Levitt, 2015).
A study from the ACA's third open enrollment period found that the cost of coverage
and low HIL posed significant barriers when enrolling in marketplace insurance (Giovannelli &
Curran, 2016). Because many states operate their own marketplaces; communication,
marketing, and messaging may vary significantly from state to state, making it even more
confusing for the consumer to understand and utilize the services (Giovannelli & Curran, 2016).
Several states have reported consumer confusion about premiums, cost-sharing terms, the
ACA’s tax credits, and the spread of misinformation related to enrollment (Giovannelli &
Curran, 2016). Consumers stressed the need for improvements in resources and
communication to understand better health insurance's value and how it works. (Giovannelli &
Curran, 2016).
Edward et al. found that disparities in consumer HIL were largely attributable to
sociodemographic factors (Edward et al., 2019). Specific disparities in HIL included knowledge
gaps in health insurance terms and a confidence in using insurance to access health care. The
study found that 51% of the sample indicated that they had inadequate HIL; 48% of the
7

respondents reported low confidence in using their insurance to access care (Edward et al.,
2019). Those with private insurance had higher confidence in using health insurance compared
to those with public insurance (e.g., Medicaid and/or Medicare) who reported inadequate
knowledge (Edward et al., 2019).
The lack of understanding and confusion also impacts how individuals shop for health
insurance and whether they choose the right plan (Levitt, 2015). Since the ACA's
implementation, few programs have been developed to assess and support an individual’s
decision-making around selecting, purchasing, and using health insurance. Edward, Thompson,
and Jaramillo studied rural Appalachian communities in Kentucky by looking at the relationship
between state Medicaid waivers and the availability of HIL resources (Edward, Thompson, &
Jaramillo, 2020). HIL resources included in-person assistance, centralized location of
information for providers and the public, and insurance training programs for health staff
(Edward et al., 2020). The study found that resources generally failed to meet consumer needs,
with 65% of the consumers reporting that lack of understanding of health insurance was a
barrier to accessing their needed coverage (Edward et al., 2020). Fifty-four percent identified
barriers in using their health insurance in a timely and appropriate manner to access care
(Edward et al., 2020).
Consumer Assistance Programs (CAPs) assist consumers who are experiencing problems
with their insurance or are seeking overall information about health coverage. By law, the ACA
requires all state and federal insurance marketplaces to establish CAPs that operate all year
long, including the open enrollment period. It was found that 62% of individuals who sought
assistant obtaining coverage through one of the CAPs, sought assistance due to their lack of
8

understanding about coverage options (Pollitz, Tolbert, Hamel, & Kearney, 2020). The study
also found that only 12% of consumers who were looking for enrollment assistance were able
to find it (Pollitz et al., 2020). Individuals who reported they could not find assistance said it
was because they could not find help close to their home, they could not get an appointment,
or they were unable to get help in Spanish (Pollitz et al., 2020). The study suggested that many
individuals would like help but many do not know that these types of programs exist or how to
find them (Pollitz et al., 2020).
Across all literature, knowledge and confidence in health insurance terms and concepts
and confidence in using insurance were defined as key determinants in having adequate HIL.
Yet, there is little research and even fewer programs designed to help bridge the gap in
knowledge. While the ACA created opportunities to become insured, sufficient training,
communication and resources are needed to increase health insurance coverage and increase
HIL (Edward et al., 2020).
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Methods
My study utilizes data from the Health Reform Monitoring Survey (HRMS) that was initially
collected by the Urban Institute in partnership with the Robert Wood Johnson Foundation
(RWJF). The HRMS was created in 2013 to measure real-time response to the ACA’s policy
changes. Since federal data is released on a time delay, this survey was designed to fill the gaps
of information in the meantime.
The survey was first conducted in the first quarter of 2013. In the second quarter of
2013, the HRMS began to contain questions focusing on ACA policy issues relevant at the time.
From 2013 to 2014, the survey was administered four times a year, once per quarter. Then in
the first quarter of 2015, the HRMS shifted from a quarterly fielding schedule to a semiannual
schedule, with one survey in the first quarter and one in the third quarter.
The HRMS is a nationally representative, cross-sectional, internet-based survey of the
nonelderly population. The survey utilizes the KnowledgePanel®, a nationally representative
probability-based internet panel maintained by Ipsos to administer the survey and identify key
outcomes as they relate to the ACA. The survey provides data on health insurance coverage,
access to and use of health care, health care affordability, and self-reported health status.
Where possible, the survey questions are based on questions used in federal government
surveys—including the American Community Survey, the Behavioral Risk Factor Surveillance
System, the Annual Social and Economic Supplement to the Current Population Survey, and the
National Health Interview Survey. This allows the survey data from the HRMS to be
benchmarked against federal data. Through the partnership of the Urban Institute and the
Inter-university Consortium for Political and Social Research (ICPSR) at the University of
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Michigan, the data is publicly available through the RWJF’s Health and Medical Archive on the
ICPSR website (Holahan & Long, 2019).
Because HIL is such a new topic for research there is little standardization. The HRMS
does not use a valid and reliable measure of HIL, instead items are derived from Paez et al.’s
initial work on developing a HIL conceptual model (Paez et al., 2014). HIL was measured in this
survey using two multi-item, self-reported measures: knowledge of health insurance terms and
confidence in using health insurance. Participants of the survey rated items for both HIL
measures on a 4-point scale: very confident (1), somewhat confident (2), not very confident (3),
and not at all confident (4). For knowledge of health insurance terms, participants were asked
to rate their knowledge of premium, deductible, copayments, coinsurance, maximum annual
out-of-pocket spending, provider network, and covered services. For confidence in using health
insurance, participants were asked how confident they were in using insurance activities such
as:
•

“find a doctor or other health provider who is in your health plan’s network.”

•

“figure out whether a service is covered by your plan.”

•

“figure out which prescription drugs are covered by your plan.”

•

“figure out how much a health care visit or service will cost you.”

Those who responded very confident (1) and somewhat confident (2) to each health
insurance term were coded to have adequate/high knowledge (1). Those who responded very
confident (1) and somewhat confident (2) to using their health insurance were coded to have
adequate/high confidence (1). Those who responded not very confident (3) and not at all
confident (4) in their knowledge of health insurance terms were coded to have inadequate/low
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knowledge (0). Those who responded not very confident (3) and not at all confident (4) to using
health insurance services were coded to have inadequate/low confidence (0).
Summary of Variables
Data for this analysis was collected in an 18-month time frame from 2014 – 2016 (Q3 of
2014, Q3 of 2015, and Q1 of 2016). These specific years and quarters were selected because
the survey items needed to address the question where only collected in certain waves of the
HRMS. The total sample is comprised of 22,810 individuals ages 18-64. Demographics
characteristics were determined using the Adey Anderson Model of Healthcare Utilization
(Figure 1). The demographics include age, race/ethnicity, gender, education level, poverty level,
and self-reported health insurance status (Table 1). Health insurance status was categorized as
Insured (employer, Medicaid, Medicare, TRICARE, etc.) or uninsured. Additional
sociodemographic variables focusing on an individual's insurance characteristics and healthcare
utilization were used for descriptive analysis (Table 2). Those variables include insurance type
(Employer, direct from insurance company, Medicare, Medicaid, TRICARE or other/unsure),
coverage by marketplace plan, has a usual source of care or place to go when sick, time since
last visit to a doctor or other health provider, and number of months insured over last 12
months.
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Table 1
Summary of Sociodemographic Characteristics of Study Population
n=22, 810
Variable

n

Percent of Response

1,907
4,377
4,337
5,056
7,123

8.36
19.19
19.06
22.17
21.23

15,970
2,192
812
3,192
644

70.01
21.92
8.12
31.92
6.44

11,242
11,568

49.29
50.71

1,899
6,132
6,789
7,990

8.33
26.88
29.76
35.03

5,139
17,136

23.07
76.93

20,734
2,076

90.90
9.10

7,642
7,648
7,520

33.50
33.53
32.97

Age
18-24
25-34
35-44
45-54
55-64
Race/Ethnicity
White, non-Hispanic
Hispanic
Black, non-Hispanic
Other race, non-Hispanic
More than one race, non-Hispanic
Gender
Male
Female
Education
Less than high school
High school diploma/GED
Some college
Bachelor's degree or higher
Income > 138% of FPL
Yes
No
Health Insurance Status
Yes, I have insurance
No, I do not have health insurance
Time of Survey
Quarter 3 of 2014
Quarter 3 of 2015
Quarter 1 of 2016
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Table 2
Summary of Insurance Characteristics and Health Care Utilization of Study Population
n=22, 810
Variable
Currently Covered by Plan
Employer
Direct from Insurance Company
Medicare
Medicaid
TRICARE or other military health care
Other/Unsure
Uninsured

n

Percent of Response

12,124
2,123
771
2,840
928
1,948
2,076

53.15
9.31
3.38
12.45
4.07
8.54
9.10

2,657
17,900

12.73
85.79

17,014
5,720

74.84
25.16

15,156
6,810
792

66.44
29.86
3.47

19,000
1,178
674

83.30
5.16
2.95

1,878

8.23

Covered by Marketplace Plan
Yes
No
Has a Usual Source of Care when sick*
I have one place I usually go
I do NOT have a place I usually go
Time since last visit to a doctor or other health care
provider**
Within the past year
One or more years ago
Never
Number of Months Insured over last 12 months***
Insured all 12 months
Insured 6 to 11 months
Insured 1 to 5 months
No health insurance at all over the
past 12 months

* 76 missing/refused observations ** 52 missing/refused observations *** 80 missing/refused observations
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Treatment of Data and Analysis Methods
All analyses were performed in SAS version 9.4. All three datasets were combined into
one complete dataset that included all three years: 2014, 2015, and 2016. A Frequency table
was produced along with confidence intervals for all sociodemographic variables, including age,
gender, race/ethnicity, education level, poverty level, insurance coverage, and current
insurance plan. Insurance status is as insured at time of survey (yes) and not insured at time of
survey (no). Current insurance plan was categorized as Employer, Direct from the insurance
company, Medicare, Medicaid, TRICARE, or other military health care, or other.
The variable for income less than 138% of the federal poverty level was recoded to have
missing observations equal 0. The variable assessing self-reported health status was also
recoded from five variables to there. Any respondent who did not respond was coded as
missing (.) Those who reported excellent or very good were coded 1, those who reported good
were coded 2, and those who reported fair, or poor were coded 3. New variables were created,
one for knowledge of all terms and one for confidence in use for all services. If the respondent
said they had high knowledge in all seven terms they were coded 1 in the new variable, those
who did not were coded 0. If the respondent said they had confidence in all five health
insurance services they were coded 1, those who did not were coded 0. The final regression
included only those with insurance at the time of surveys.
Multiple logistic regression models were performed. Variables were selected using the
Aday-Andersen Model of Health Care Utilization (Figure 1). Outcomes of the logistic regressions
were having health insurance (insured=1) and having a usual source of care (q4=1). The first
two logistic regressions were modeled against knowledge of all terms, with low confidence as
the reference, along with other control variables. The last logistic regression was modeled as
15

having a usual source of care (q4=1) against having confidence in use for all services, with low
confidence as the reference, along with other control variables.
Figure 1

(Aday & Andersen, 1974)
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Results
In a sample of 22,618 participants, over half reported having high knowledge in health
insurance terms (54%) and high confidence in using health insurance services (58%), both
impacting one’s HIL. My analyses indicate that there are significant relationships between an
individual’s insurance status and knowledge of insurance terms, having a usual source of care
and knowledge of insurance terms, and having a usual source of care and confidence in using
and finding health insurance information. Table 1 and Table 2 summarize the frequencies of
demographic characteristics. Most of the sample was insured (90%), non-Hispanic (78%), had at
least some college education (65%), live above 138% of the poverty level (77%), had a usual
source of care (75%), and had seen a provider in the last year (66%).
Relationship Between Insurance Status and Knowledge of Terms
As shown in Table 3 a logistic regression was used to predict the relationship between
an individual having health insurance and knowledge of insurance terms. Results indicate that
having a high knowledge of insurance terms was associated with increased likelihood of having
health insurance (p <.001). Young adults (ages 24-34), females, those with less than a high
school diploma, those of Hispanic ethnicity, and those whose income is 138% below the federal
poverty level were also found to be strongly related to insurance status (p <.001) However selfreported health status was not related to health insurance status in this model.
Based on the magnitude of odds ratios, those with high knowledge of health insurance
terms were more than twice as likely to have insurance than those with low knowledge.
Females were 23% more likely to have insurance compared to males while young adults (ages
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24-34) were 54% less likely to have insurance status compared to the reference group (ages 5564).
Table 3
Relationship Between Insurance Status and Knowledge of Terms
n=22,552
Category
Knowledge of Terms
High Knowledge
Low Knowledge
Age
18-24
24-34
35-44
45-54
55-64
Gender
Male
Female
Education
Less than high school
High school diploma/GED
Some college
Bachelor's degree or higher
Race/Ethnicity
White, non-Hispanic
Black, non-Hispanic
Other race, non-Hispanic
Hispanic
2+ Races, Non-Hispanic
Income < 138% of FPL
Yes
No
Health Status
Excellent/Very Good
Good
Fair/Poor

Adjusted OR

Adjusted CI at 95%

p-value

2.00
-

[1.81, 2.22]
-

<.0001

0.67
0.46
0.54
0.80
ref

[0.57, 0.79]
[0.40, 0.54]
[0.46, 0.63]
[0.67, 0.94]
-

0.9150
<.0001
<.0001
0.0003
-

ref
1.25

[1.14, 1.37]

<.0001

0.29
0.33
0.48
ref

[0.24, 0.35]
[0.28, 0.39]
[0.41, 0.57]
-

<.0001
<.0001
0.2975
-

ref
0.71
1.23
0.49
0.99

[0.62, 0.81]
[0.97, 1.57]
[0.44, 0.55]
[0.67, 1.45]

0.0097
0.0002
<.0001
0.3175

0.36
ref

[0.32, 0.39]
-

<.0001
-

ref
0.88
1.01

[0.79, 0.97]
[0.88, 1.15]

0.0064
0.2292

Note: GED=General Education Diploma; FPL=federal poverty level; OR=Odds Ratio; CI= confidence interval; ref=reference
223 observations were deleted from the overall dataset due to missing values, therefore only respondents with complete data were included
in the regression.
Logistic regression was adjusted for all other variables in the table and entire cohort.

18

Relationship Between Usual Source of Care and Knowledge of Terms
As shown in Table 4 a logistic regression was used to examine the relationship between
an individual having a usual source of care and knowledge of insurance terms. Results indicate
that having a high knowledge of insurance terms was associated with increased likelihood of
having a usual source of care. I also found that those with a high knowledge of terms and those
that were insured, young and female were more likely to have a usual source of care compared
to reference categories. There was also a notable difference in those whose income was above
138% of the federal poverty level (p<.001). However, I did not find that having higher education
level or better self-reported health status in this model was associated with having a usual
source of care.
The relationship between usual source of care and knowledge of terms is also
influenced by insurance status. Table 5 show the results of a logistic regression with insurance
status as control variable. Results indicate health insurance status impacts the likelihood of
having a usual source of care as it relates to knowledge of terms. Those with insurance are
almost 4 times more likely to have a usual source of care compared to those who are
uninsured.
Based on the magnitude of the odds ratio, my results suggest that those with a high
knowledge of health insurance terms are 67% more likely to have a usual source of care
compared those who have low knowledge of terms. But when insurance status is factored in,
those with high knowledge of insurance are only 56% more likely to have a usual source of care.
Again, females were more likely (47% more likely) and young adults ages 24- 34 were less likely
(56% less likely) to have a usual source of care compared to reference groups.
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Table 4
Relationship Between Usual Source of Care and Knowledge of Terms
n=22,512
Category
Knowledge of Terms
High Knowledge
Low Knowledge
Age
18-24
24-34
35-44
45-54
55-64
Gender
Male
Female
Education
Less than high school
High school diploma/GED
Some college
Bachelor's degree or higher
Race/Ethnicity
White, non-Hispanic
Black, non-Hispanic
Other race, non-Hispanic
Hispanic
2+ Races, Non-Hispanic
Income < 138% of FPL
Yes
No
Health Status
Excellent/Very Good
Good
Fair/Poor

Adjusted OR

Adjusted CI at 95%

p-value

1.67
Ref

[1.57, 1.78]
-

<.0001
-

0.56
0.44
0.68
0.82
Ref

[0.50, 0.63]
[0.40, 0.50]
[0.62, 0.76]
[0.74, 0.91]
-

<.0001
<.0001
0.6761
<.0001
-

ref
1.47

[1.38, 1.56]

<.0001

0.89
0.87
1.00
Ref

[0.79, 1.00]
[0.79, 0.94]
[0.92, 1.09]
-

0.1749
0.0026
0.0136
-

ref
0.95
0.87
0.76
0.86

[0.86, 1.04]
[0.77, 0.98]
[0.70, 0.82]
[0.67, 1.11]

0.1296
0.7326
0.0003
0.8139

0.73
Ref

[0.68, 0.79]
-

<.0001
-

Ref
0.93
1.06

[0.87, 1.00]
[0.96, 1.17]

0.0031
0.0416

Note: GED=General Education Diploma; FPL=federal poverty level; OR=Odds Ratio; CI= confidence interval; ref=reference
298 observations were deleted from the overall dataset due to missing values, therefore only respondents with complete data were included
in the regression.
Logistic regression was adjusted for all other variables in the table and entire cohort.
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Table 5
Relationship Between Usual Source of Care and Knowledge of Terms
n=22,512
Category
Knowledge of Terms
High Knowledge
Low Knowledge
Age
18-24
24-34
35-44
45-54
55-64
Gender
Male
Female
Education
Less than high school
High school diploma/GED
Some college
Bachelor's degree or higher
Race/Ethnicity
White, non-Hispanic
Black, non-Hispanic
Other race, non-Hispanic
Hispanic
2+ Races, Non-Hispanic
Income < 138% of FPL
Yes
No
Health Status
Excellent/Very Good
Good
Fair/Poor
Insurance Status
Insured
Uninsured

Adjusted OR

Adjusted CI at 95%

p-value

1.56
Ref

[1.46, 1.67]
-

<.0001
-

0.57
0.47
0.73
0.84
Ref

[0.51, 0.64]
[0.43, 0.52]
[0.66, 0.81]
[0.75, 0.93]
-

<.0001
<.0001
0.1256
<.0001
-

ref
1.44

[1.38, 1.54]

<.0001

1.05
0.96
1.06
Ref

[0.93, 1.19]
[0.88, 1.05]
[0.97, 1.15]
-

0.4042
0.0495
0.1706
-

ref
0.99
0.84
0.86
0.85

[0.90, 1.10]
[0.75, 0.95]
[0.79, 0.94]
[0.66, 1.10]

0.0547
0.1931
0.2210
0.5390

0.87
Ref

[0.81, 0.94]
-

<.0006
-

Ref
0.94
1.05

[0.88, 1.01]
[0.95, 1.16]

0.0149
0.0960

3.88
Ref

[3.53, 4.27]
-

<.0001
-

Note: GED=General Education Diploma; FPL=federal poverty level; OR=Odds Ratio; CI= confidence interval; ref=reference
298 observations were deleted from the overall dataset due to missing values, therefore only respondents with complete data were included
in the regression.
Logistic regression was adjusted for all other variables in the table and entire cohort.
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Relationship Between Usual Source of Care and Confidence in Use
HIL appears to be not only related to knowledge of health insurance terms but also to
being able to use health insurance confidently. Table 6 shows the results of a logistic regression
used to predict usual source of care based on confidence in use of health insurance in the
insured population only. The results suggest that high confidence in use and high knowledge of
terms are significantly related to having a usual source of care. Age, gender, those of Hispanic
ethnicity and those with an income 138% below the federal poverty level also have a notable
impact on having a usual source of care in the insured population (p<.00). Self-reported health
status and education levels were not related to having usual source of care in this model.
Those who were insured and had high confidence in using health insurance were 38%
more likely to have a usual source of care compared to those with low confidence in terms.
Those ages 18-24 were 44% less likely to have a usual source of care compared to those ages
55-64. Of the 90% of respondents who stated they were insured, only 44% of respondents
indicated that they had both high knowledge of all insurance terms and high confidence in use
or seeking of all services. Conversely, 30% reported having both low knowledge of all terms and
low confidence in use.
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Table 6
Relationship Between Usual Source of Care and Confidence in Use of the Insured Population Only
n=20,501
Category
Adjusted OR
Adjusted CI at 95%
p-value
Confidence in Use
High Confidence
1.38
[1.28, 1.49]
<.0001
Low Confidence
Ref
Knowledge of Terms
High Knowledge
1.35
[1.25, 1.46]
<.0001
Low Knowledge
Ref
Age
18-24
0.56
[0.50, 0.64]
<.0001
24-34
0.46
[0.41, 0.51]
<.0001
35-44
0.70
[0.62, 0.78]
0.5035
45-54
0.82
[0.74, 0.92]
<.0001
55-64
Ref
Gender
Male
ref
Female
1.43
[1.34, 1.53]
<.0001
Education
Less than high school
1.01
[0.88, 1.15]
0.7616
High school diploma/GED
0.92
[0.83, 1.01]
0.0086
Some college
1.05
[0.96, 1.14]
0.0539
Bachelor's degree or higher
Ref
Race/Ethnicity
White, non-Hispanic
Ref
Black, non-Hispanic
0.99
[0.89, 1.11]
0.0504
Other race, non-Hispanic
0.85
[0.75, 0.97]
0.6260
Hispanic
0.79
[0.72, 0.87]
0.0057
2+ Races, Non-Hispanic
0.86
[0.66, 1.12]
0.6745
Income < 138% of FPL
Yes
0.88
[0.81, 0.96]
0.0023
No
Ref
Health Status
Excellent/Very Good
ref
Good
0.95
[0.88, 1.02]
0.0055
Fair/Poor
1.09
[0.98, 1.22]
0.0183
Note: GED=General Education Diploma; FPL=federal poverty level; OR=Odds Ratio; CI= confidence interval; ref=reference
This adjusted logistic regression was modeled with data only from those who reported having insurance.
233 observations were deleted from the overall dataset due to missing values, therefore only respondents with complete data were included in the
regression.
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Logistic regression was adjusted for all other variables in the table and entire cohort.

Discussion
Findings from my study show that having insurance and having a usual source of care are highly
related with having high knowledge in health insurance terms and high confidence in using
health insurance services. Just a little over half of the sample reported having high health
insurance knowledge (54%), and a similar amount reported having high confidence in using
health insurance services (58%). Of the over 20,000 survey respondents that reported having
insurance, less than half reported having both high knowledge of terms and high confidence in
use (44%). These findings suggest a strong need for increased focus on HIL (Quincy, 2012).
According to the results from my study, young adults, those with less than some college
education, those of Hispanic ethnicity, and those with an income less than 138% of the federal
poverty level were less likely to insured. This is important to note because these are the
populations that not only need help getting access to health insurance, but they also need
resources to help them understand it.
The uninsured, young adults, males, those with less than a college education, those of
Hispanic ethnicity and those with an income less than 138% of the federal poverty level were
more likely to not have a usual source of care. Not having a usual source of care can greatly
impact one’s overall health and well-being, and these populations could be more vulnerable to
issues that come with not have a general health care provider.
Females, across all three regressions, were more likely to have insurance and have a
usual source of care compared to males. This could be attributed to the fact that preventive
care for females include visits and exams at an OBGYN or because they are more likely to have
seek constant care especially during their childbearing years.
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In my study I also found that having a usual source of care was largely influenced by
having health insurance, having high health insurance knowledge and high confidence in use.
While these results are not surprising, they provide some insights on how to improve this
crucial metric. For example, my study found that young adults are about 50% less likely to have
a usual source of care even when insured compared to those 55-64 years old. These suboptimal
outcomes could be related to their lack of knowledge of insurance terms and their lack of
confidence in using the health insurance once they have it, leading them to visit an urgent care
when sick instead of a primary care physician (Hidalgo, 2016).
While the field of HIL is new field of study, the findings from my study support the
literature that have already been published. As Medicaid began to expand across the nation
and the health insurance marketplace was created, more Americans were gaining access to
health insurance but without the literacy resources or prior insurance experience they needed
to effectively use the insurance (Blumberg et al., 2013). Having prior knowledge or access to
easy to understand resources would allow newly insured individuals to make informed and
effective decisions when selecting and using an insurance plan (Blumberg et al., 2013).
The lack of knowledge also has economic impacts on an individual or families. The
literature found that individuals often do not know the differences between HMO and PPOs or
out-of-network and in-network providers. In the case that consumers do not know the
differences because they lack knowledge and confidence in use, they could be faced with
surprised billing and an overabundance of payment without knowing why.
It has been found that the most trusted sources for health insurance information in the
uninsured population were health care professionals and their social networks (Furtado,
Kaphingst, Perkins, & Politi, 2016). But we also know from my study that being insured has a
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significant impact on having a usual source of care, which is where you would go to seek health
information from a professional, therefore presenting a challenge in receiving the trusted
information that individuals are seeking in.
While I found in my study that having insurance was related to having a high knowledge
of insurance, I also found that having low health insurance knowledge was predictive of not
having insurance. So, while the ACA has made insurance available to more people, they were
not introduced with resources that would aid populations that had lower HIL in making
informed decisions about their health insurance. Healthcare.gov does provide high level
information about health insurance, but for someone who has low health literacy, they may not
have been able to understand the information.

Policy Implications
The findings from my study also have significant policy implications, specifically when it
comes to equipping individuals with the information they need to find, understand, and enroll
in insurance, as well as being able to have the confidence to use their health insurance
effectively and efficiently. Policies and procedures that are aimed at improving communication
about health insurance terms, policies, and effective decision-making could begin to address
the issues that were found in my study.
My study also found how important having high knowledge of health insurance and high
confidence in use was in the overall utilization of health insurance therefore, policies need to
be created to ensure individuals have both knowledge and confidence. Policies and procedures
that would create simple and standard messaging that would then be shared across all states,
networks, insurance agencies, with health care professionals, etc. would create a streamline of
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effective, plain-language communication. This would allow all the insured and the uninsured
equal access to the information and be able to build a foundation of knowledge so that they
can be comfortable using their insurance to seek health professionals for their medical advice.
There have been a few programs aimed at creating materials that would support an
individual’s decision-making around selecting, purchasing, and using health insurance. But the
content is often still too complex for consumers with low HIL and there are not adequate
resources for providers that could aid in the understanding (Edward et al., 2020). The complex
nature of health insurance terms, concepts and utilization of services needs to be simplified and
the consumer needs to be met where they are and given resources that are specific to their
situation, that will aid them in that decision making. An increase in training programs and
materials as well as a central hub of information for providers, community workers, assister
programs or health care professionals would eliminate assumptions or incorrect information
that is shared with consumers.
We know from previous literature that consumers seek out health insurance
information because they do not understand the implications of the Affordable Car Act, have
trouble understanding health insurance overall and lack the confidence in using it on their own
(Pollitz et al., 2020). From my study we know that even in the insured lack confidence in using
their insurance and have low knowledge of basic terms. Therefore, by creating programs and
policies that would provide resources and tools for understanding health insurance to the
insured and the uninsured, we may begin to see a trend in improving health insurance coverage
and overall HIL. Additional programs and policies are needed designed specific to the most
vulnerable uninsured populations, like young adults, those with less than a high school
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education, and those of Hispanic ethnicity (i.e., classes on college campuses or events at
community centers).
As the Biden administration begins to work to increase the access to health insurance
through new policies and regulations, it should not be forgotten that there is more to improving
health outcomes and health insurance coverage than just providing more access. To increase
the overall health outcomes of the US population, there must be a paradigm shift from not just
increasing access to insurance but to also improving HIL through policies that increase
knowledge and confidence in understanding and using insurance.

Limitations
My study did have several limitations. The HIL measure that was used in the HRMS has not
been psychometrically tested and validated in prior research and only uses self-reported data
on knowledge of terms and confidence in use. Therefore, the results of the survey must be
cautiously interpreted. While the sample sizes in the study were modest, they were selected to
be nationally representative, and the study is conducted by a well-known institute.
Additionally, only those who were reported being insured were asked questions about
their confidence in use of health insurance services, limiting our knowledge of what confidence
of use could look like in the uninsured. Additional questions specific for the uninsured
population or a reframing of how the current questions are asked could allow researchers to
see how confident the uninsured population is in using health services.
Health reform policies and Medicaid plans are implemented differently across states
and change frequently, this variation can make it hard to understand how HIL changes may
impact insurance take-up and insurance use across states. Efforts to create robust, longitudinal
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datasets that capture this variation may help us better understand the relationship between
health insurance coverage and HIL levels of the respondents over time, and as policies change.

Conclusion
About 90% of the population is currently insured but less than half of them report a high
knowledge of health insurance terms and are confident in using their health insurance (Tolbert
et al., 2020). Therefore, there is a great need for increased efforts in promoting health
insurance knowledge and enabling the insured population to be confident in understanding and
using their health insurance. By focusing policies, funding, and time into the area of HIL, we will
be able to identify and support the consumers’ needs and ability to select, use and understand
their health insurance, and make changes that will positively impact health outcomes. Health
care and health insurance industries can do this by designing or redesigning their materials and
services that are adaptable based on the consumers HIL (HIL) needs and abilities to understand.
Further research is needed to develop more comprehensive data and measures and to test the
impact of HIL, allowing us to better understand consumers perspectives and trends in
utilization.
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